


COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 

OFFICE OF THE MEDICAL DIRECTOR 

Provider Relations Unit 

 

VOID CLAIM FORM 

Please return this completed form to the Provider Relations Unit via fax at: (213) 351-2024 or 

email at: FFS2@dmh.lacounty.gov. 

 

Billing Provider Name: ___________________________________________________ 

Billing Provider ID:       ___________________________________________________ 

Service Location:         ___________________________________________________  

 

IS Claim Number Client’s Medi-Cal CIN Date of Service 
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